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A Short History of a Controversial Diagnosis

Alexandro Fortunato,* Guido Giovanardi,** Valeria D’Angelo***

AbSTRACT. – This work retraces the history of gender identity, a construct which came to
light at the end of the sixties, and whose path we will follow up until the present day. In
detail, the work focuses on the situations in which a person – belonging to what is commonly
known as the trans* world – lives with a lack of correspondence between assigned birth gen-
der and actual gender experience. We will revisit the different diagnoses connected to gender
variance – in childhood, adolescence and adulthood – that have been put forward, and exam-
ine the different diagnostic classifications that have been used up to now, in order to reach
the discussion of this theme in a psychoanalytic field. We will highlight how, alongside
pathologizing theories, the psychiatric and psychoanalytic fields have become enriched via
theoretical and clinical knowledge that enhance and recognize the depth of the subjective
experience of trans* people, without stopping therefore, at a simply reductive diagnosis.
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Introduction

The history of transgender1 people is much older and more complex than
that of its diagnosis. We can in fact find traces of it in many cultures and
societies of the past with alternate vicissitudes. However, it is only in the
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1In this article, we will use the adjective “transgender”, sometimes abbreviated to

“trans*”, as the umbrella term to indicate an identity and condition that is attributable to gen-
der variance. As a noun, we preferred the term “transsexualism”, because it is the most used
by psychoanalytic authors.
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last century, with the development of psychiatry, that western culture has
decided to deal with this topic and examine not only the pathology and suf-
fering, but also the underlying life experience. We can begin our story of
diagnosis with the invention of the word transsexual, which Hirschfeld
(1910; 1923) began using to distinguish between transvestism and transsex-
ualism as phenomena that were different from homosexuality. The term
“transsexual” was then picked up and transformed by Cauldwell (1949)
with the definition of psychopathia transexualis, a wording that recalled the
title of Richard von Krafft-Ebing’s book, Psychopathia sexualis, (1886) to
indicate a clinical picture characterized by distress related to the refusal of
one’s anatomical sex. The work by Money (1955) led to the theory that sex
and gender were not necessarily interconnected and to the definition of the
role of gender, by differentiating a series of feelings, beliefs and behaviours
that define being male or female from biological characteristics. According
to Money (1994) gender dysphoria is a construct connected to multiple and
complex physiological and psychological causes. Nevertheless, the media
event that allowed for transsexuality to be broadcast to the masses and to
the medical-psychiatric community was the case of George/Christine
Jorgensen (Hamburger Sturup, & Dahl-Iversen, 1953), which was consid-
ered the first successful case of gender reassignment. However, Christine
Jorgensen was not the first in history: in 1933, the Danish painter Einar
Wegener became Lili Elbe. This story was told in the book Man into Woman
(Hoyer, 1933), and then later in the book by David Ebershoff The Danish
Girl (2000), from which a film of the same name was also made (Tom
Hooper, 2015). The outcome of the procedure was fatal and, for this reason
the story of Lili Elbe is less notorious than that of Jorgensen. From the
transformation of George/Christine onwards, medical technology has made
huge leaps and bounds: currently trans* people have hormone therapy and
surgical procedures available to modify their anatomy in a safe and func-
tional way. 

The progress of scientific medicine and the social changes that fol-
lowed these events have profoundly modified the concept of the relation-
ship between sex and gender, both in scientific settings and in the general
population. 

In spite of this, up until a few decades ago the most popular opinion
towards transsexualitsm was that of an illness similar to a psychotic delirium. 

Nowadays psychiatry, together with the legislations of different, sees an
incongruence between gender experience and biological sex as a “normal
variation of human gender expression” (Drescher & byne, 2013). The last
ten years or so have been crucial as they have been characterized by a cam-
paign aimed at de-pathologizing the trans* identity; this began during the
preparation phase of the latest version of the DSM. With the publication of
the DSM-5 (APA, 2013) a first step was made towards a small revolution
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that ended in 2019 with the publication of the ICD-11 (WHO, 2018).
Indeed, since the publication of the DSM-5 and its creation of the category
Gender Dysphoria (GD), being trans* is no longer considered as patholog-
ical, unless there is a certain suffering tied to the condition. The ICD-11 has
eliminated the dysphoria from its section on mental health problems and has
instead placed gender incongruence in a separate section from that of psy-
chiatric pathologies. We will shortly go into more detail regarding the diag-
nostic side of the trans* condition within psychiatric manuals. 

Analyses carried out by many international research groups, including
Italian ones, have been crucial in exploring the trans* identity from many
different points of view (Amodeo, Picariello, Valerio, & Scandurra, 2018;
Fisher et al., 2013; Giovanardi et al., 2018; Giovanardi, Morales, et al.,
2019; Lingiardi, Giovanardi, Fortunato, Nassisi, & Speranza, 2017; Ristori
et al., 2020; Scandurra et al., 2018; Vitelli et al., 2017).

This journey is comparable to that of homosexuality, that until 1973 was
classified as a mental disorder, it then became an ego-dystonic concept in
1980, to then disappear from official psychiatric radar. The downgrading of
homosexuality from mental disorders was a fundamental step for its de-
pathologization, and something similar seems to be happening with trans-
sexuality. 

The construction of gender identity

The construction of identity is a complex process in human develop-
ment. From birth, every child carries a series of innate characteristics that
fuse together with the environmental characteristics that surround him or
her. Already at about three years of age children recognize the existence of
the male and female categories and can define themselves as belonging to
one or the other. Generically we refer to this recognition of belonging to a
certain category with the term gender identity. As we grow, we become
aware that gender remains stable and does not change depending on cloth-
ing, behaviour or time. Together with this gender stability, there are also
stereotypes tied to it, which often come from the culture in which we live.
Therefore, gender is influenced by a biological pathway and a cultural one:
how much these two factors weigh, and which is predominant, is the source
of much debate. To enrich this journey even further, sexuality develops, and
with it, sexual orientation. 

These three aspects: sex, gender and sexuality, are intertwined and influ-
ence each other in a complicated knot made of personal and social factors,
which will form a very important part of the identity of a person. It is a sub-
jective, unpredictable and multifactorial process. At around three or four
years of age gender constancy is consolidated, and it is in this period of time
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that a variation may take place that can last throughout development, or not.
In time, this variation has taken on many names and has been hotly debated,
especially because in children it can develop into many different hues. 

There are in fact many situations where transgender identity is not that
strong and can be broadly described as gender variance. 

Speaking of developmental age, we must emphasize that children with
gender variance can be very different from each other. Some children use
the signs identified as dysphoric as symptoms of other conditions, or as
signs of other mental suffering. Hence, not all children that demonstrate so
called cross-gender behaviours can be truly considered dysphoric. In other
children, these signs remain stable in time, leading to a development of gen-
der incongruency. At the moment, it is unclear which factors lead to either
of these situations: we do not know how to distinguish persisters, which are
those children that continue to present dysphoria even in later stages of
development, from desisters, those that no longer manifest it as they grow. 

When it comes to adolescents there are some differences: they can in fact
find themselves in a situation that is more similar to a child or an adult,
depending on their level of development. The difference lies in the fact that
while in children the phenomenon can be transitory and have many
nuances, in adults the situation is more stable. Adolescents often present
themselves with a level of certainty when it comes to the gender they are
experiencing. Nevertheless, the arrival of puberty, sexual development and
bodily changes can call everything into question and can bring about new
acquisitions. 

Adolescents often present a more pronounced suffering with regards to
their bodies, which, at this stage, develop more secondary sexual character-
istics. While a child can dream of magically becoming the gender he or she
experiences, an adolescent faces the inescapability of biology. Sexual
development can therefore bring about more suffering and more of a will to
change one’s body so that it reflects an internal image. 

Even though adults can present a multitude of different situations, they
are more stable in time. Adult gender variants can or cannot bring about
changes to their bodies, to their lifestyles and family life, depending on their
subjective experience. What must however be underlined, is that in adults
the physical procedures to modify one’s body, such as hormone treatment
or surgery, can be considered a part of the intervention for attenuating the
suffering that we consider being part of the diagnosis of Dysphoria. 

A history of diagnosis and diagnostic criteria

If we retrace the history of the diagnostic transformations of transsexual
conditions, one will note that in the last 10 years general conceptions have
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changed (beek, Cohen-Kettenis, & Kreukels, 2016). The presence of trans-
sexualism in diagnostic classifications is obviously tied to the times. The
most pathologizing conditions were present in the first editions, which
would group together issues regarding gender and those connected to sexu-
ality; they interpreted gender incongruence as a perversion. The more recent
editions recognized the errors of the past and conceptualized this incongru-
ence as one of many possibilities in human development. The journey of
this diagnosis has not occurred without controversy. The debate on the need
for a diagnosis began at the beginning of the 90’s when the initial criticisms
arose, especially regarding childhood (Drescher, 2010; Drescher et al.,
2016). For example, following the inclusion in the DSM-III of the diagnosis
for gender identity disorder in childhood, the queer studies scholar and fem-
inist Eve Kosofsky Sedgwick (1993) stated that this was just a way of re-
instating the homosexuality diagnosis, which had been removed from this
very edition of the DSM. According to Sedgwick, the diagnosis allowed for
the treatment of children who did not conform to a specific gender and to
therefore try to prevent adult homosexuality. A similar point of view was
held by Richard Isay (1997) according to which this diagnosis labelled
these pre-homosexual children as psychologically disturbed. More recently
Ehrbar, Witty, Ehrbar and bockting (2008) raised the issue of the difficulty
in distinguishing between children who suffer a real gender dysphoria from
those who present a more general nonconformity to a gender (which in the
majority of cases results in adult homosexuality). Even singular countries
and governmental organizations, the European Parliament and other agen-
cies and groups for LGbT rights have taken a negative stance towards gen-
der identity diagnoses. 

Many international experts, at the more important specialist centres have
instead expressed their favour of maintaining this diagnosis (e.g. Cohen-
Kettenis, 2001; Zucker, 2010), stating the necessity for children, like adults,
to be followed by specialized experts where multi-disciplinary teams can
manage the complexities that their families may face; especially in reducing
the stigma at a familial, educational and social level. Lastly, in 2013 the
World Professional Association for Transgender Health (WPATH), contact-
ed a group of experts and organized a vote for or against the removal of the
diagnosis from the ICD-10; the result was split down the middle (WPATH,
2013). A similar result was obtained in a survey carried out by members of
this association (De Cuypere & Knudson, 2015; Winter, De Cuypere,
Green, Kane, & Knudson, 2016).

At the moment, the choice that the majority of the scientific community
is oriented towards is that of maintaining a soft diagnosis, steered towards
a description of a gender incongruence. The term incongruence is less
pathologizing than dysphoria, as it does not automatically imply suffering.
The reason for the decision lies in the observed need to follow a person
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through clinical observation (Drescher et al., 2016). The elimination of the
diagnosis, especially in childhood, exposes trans* people to many health
risks: its maintenance entails the development of specialist centres that can
help families better understand the phenomenon and promote the need of a
specialized training for health professionals – who are often completely in
the dark when it comes to these issues (e.g. Sood, 2009; WHO, 2015).

DSM (Diagnostic and Statistical Manual of mental disorders)

The DSM (Diagnostic and Statistical Manual of mental disorders) is
published by the American Psychiatric Association (APA) and presently 5
standard editions have been published as well as two revisions. 

The first 2 versions of the manual did not mention gender identity at all.
There was still not sufficient knowledge on the topic and there tended to be
much confusion between gender and sexuality. In fact, the DSM-1 (APA,
1952) and the DSM-II (APA, 1968) put people with gender issues within the
category of Sexual Deviances, in which one could find homosexuality and
transvestism. 

In the DSM-III (APA, 1980) the category “Psychosexual Disorders” was
introduced with 4 sub-sections: Gender Identity Disorders (GID), Paraphilias,
Psychosexual dysfunctions and Other Psychosexual disorders (which includ-
ed Ego-dystonic homosexuality). In detail, the GID category included 3 sub-
groups: Gender Identity disorder in childhood, Transsexuality, and Other
Psychosexual disorders. Therefore, the DSM-III introduced the diagnosis of
Transsexualism for the first time, for individuals that showed a persistent
desire to alter their sex and their gender role in society. The fundamental cri-
teria for GID in childhood were: a strong and persistent desire for a child to
be of the opposite sex or an insistence of being of the opposite sex; for girls,
a strong refusal of their female structural anatomy; for boys, a strong refusal
of their male structural anatomy or an interest in stereotypically female activ-
ities. Another difference between boys and girls was the fact that in one of the
criterions for girls there was a strong denial of having a female body, while in
boys the criterion was concentrated on the dissatisfaction of having a male
body. These male and female differences were maintained up until the DSM-
IV-TR edition (Zucker, 2010).

In the revised version of the third edition (DSM-III-R; APA, 1987) the
category of Psychosexual Disorders was removed and a new category was
officially added: Gender Identity Disorders (GID). The GIDs were placed
in “disorders usually first evident in infancy, childhood or adolescence”,
and they included: GID in Children, GID in Adolescent and Adult, Non-
transsexual type and Transsexualism; furthermore, the Not Otherwise
Specified GID described changes in gender identity that could not be clas-

Non
-co

mmerc
ial

 us
e o

nly



A Short History of a Controversial Diagnosis 265

sified as gender identity disorders. The Not Otherwise Specified GID diag-
nosis was inserted to include people who did not have an intention of having
gender reassignment surgery but who still had a nonconforming gender
identity (bradley et al., 1991; Levine, 1989). A certain confusion still per-
sisted between issues tied to sexuality, such as sexual disorders, sexual ori-
entation (which was still considered a pathology if not heterosexual) and
gender issues. 

With the DSM-IV (APA, 1994) and its subsequent revision (DSM-IV-TR;
APA, 2000) there was a complete overhaul of the term transsexualism and the
inclusion of GID within the section titled “Sexual and Gender Identity disor-
ders”. Therefore, in these last 2 editions, GID was again categorized together
with sexual disorders. The diagnostic assessment was simplified and included
one general disorder with three subtypes: GID in Children, GID in
Adolescents and Adults, and GID NOS (Not Otherwise Specified). The diag-
nosis of Non-transsexual GID was removed for two main reasons: on the one
hand the difference between this diagnosis and that of Transsexualism was
not very clear, on the other hand, there was a need to separate this clinical
diagnosis from the criteria in order to approve gender reassignment surgeries
(bradley et al., 1991; bradley & Zucker, 1997). The subcommittee that was
appointed to revise the diagnosis stated that they wanted to reduce the differ-
ences between males and females, which had been criticized by various
authors (e.g. Zucker & Spitzer, 2005), and for this reason, the criterion that
concerned the desire to be of the opposite sex became the same for both gen-
ders. Another novelty was that this criterion was no longer necessary for a
diagnosis in the DSM-IV, based on the fact that – as clinical cases were
demonstrating—in the majority of children with a nonconforming gender
identity, this desire is only rarely expressed (bradley et al., 1991). Generally,
if the third edition put identity at centre stage, the fourth edition focused more
on behaviours (beek et al., 2016).

The diagnostic criteria of the DSM-IV-TR (APA, 2000) for GID
described a strong and persistent identification with the opposite sex, recall-
ing a binarism of the male-female gender, but it confused sex and not gen-
der. The APA also added a persistent discomfort towards one’s own sex or
a sense of unfamiliarity towards one’s own sexual role. The category of
GID- NOS was the source of much confusion as it could be diagnosed in
situations where there was a difficulty with gender identity, gender dyspho-
ria, transvestism, or even intersexuality. 

Lastly, one of the more significant criteria was aimed at identifying the
distress and suffering of this condition. The idea of including a criterion
about clinically significant distress and about compromised functioning was
linked to the need of reducing false positives (Spitzer & Wakefield, 1999).
Despite the presence of this criterion, the diagnosis regarding childhood
GID still received criticism: according to some authors, this new diagnosis

Non
-co

mmerc
ial

 us
e o

nly



Alexandro Fortunato, Guido Giovanardi, Valeria D’Angelo266

(compared to the previous one) presented a threshold that was too low, and
for which there would have been even more false positives (Haldeman,
2000; McGann, 2007). 

With the DSM-5 (APA, 2013) the issue of GID was overcome and the
focus was put on the issue of dysphoria, that is, the suffering tied to one’s
condition. A new label was created: Gender Dysphoria (GD). Additionally,
the incongruence between experienced/expressed gender and assigned gen-
der was introduced for the first time and non-binary terminology was used
(Zucker et al., 2013). In the DSM-IV gender identity and gender roles were
in fact considered as dichotomous (masculine/feminine); in the DSM-5 the
same concepts take on more significance and become multicategorical
(Cohen-Kettenis & Pfäfflin, 2010; Zucker et al., 2013). Thus, not only is
there no longer a reference to a disorder, but it also no longer talks about
“the opposite sex”, but rather of “other gender or opposite gender”. The
term sex is replaced by gender to avoid confusion with sexual developmen-
tal disorders and on the basis of various studies (e.g. Deogracias et al., 2010;
Paap et al., 2011) the main criteria were unified. 

Passing to the 5th edition was an important transformation in terms of
diagnosis – but also in the ideation – of transsexual conditions. Following
criticism from different fields (e.g. bartlett, Vasey, & bukowski, 2000; Hill,
Rozanski, Carfagnini, & Willoughby, 2006; Meyer-bahlburg, 2009; Vance
et al., 2010), who identified highly stigmatizing taxonomy in the DSM, the
principal dilemma became that of reducing discrimination, while ensuring
that individuals who needed treatment, had access to it (Drescher, Cohen-
Kettenis, & Winter, 2012; Zucker et al., 2013). 

The new diagnosis should better reflect the core of the problem, i.e., the
suffering that accompanies “the incongruence between experienced/
expressed gender of an individual and the assigned gender” (Narrow &
Cohen-Kettenis, 2010). In the manual, it is stated that such a diagnosis is
more descriptive and more accurate compared to previous diagnoses
because it concentrates on dysphoria in GD as a clinical problem and not on
identity per se. Moreover, the GD diagnosis has been separated from the
other paraphilias and from the sexual dysfunctions. 

Another important difference is the addition of a time frame of 6 months
(for children, adolescents and adults), in order to distinguish between tran-
sitory GDs from persistent ones. With regard to the childhood diagnosis, the
criterions “a strong desire to be of a gender other than one’s assigned gender
or a strong desire to be treated as a gender other than one’s assigned gender”
are necessary (but not sufficient) to make a diagnosis. In this way, the cri-
teria of the DSM-5 are more restrictive and more transparent in their aim of
identifying children who are, beyond any reasonable doubt, struggling with
their gender identity (Zucker, 2010). Finally, the “expressed desire” is sub-
stituted with “strong desire”, in order to include children who cannot
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express their dysphoria due to unwelcoming or coercive environments
(Zucker et al., 2013).

ICD (International Classification of Diseases)

The ICD (International Classification of Diseases) is a diagnostic tool
maintained by the World Health Organization. Regarding gender identity,
the ICD has gone through the same dilemma that dominated the theoretical
discussion from the DSM-IV-TR and DSM-5, that is, the mediation
between depathologizing and the need to maintain a diagnostic label that
allows trans* people to be admitted into national healthcare systems. 

In the ICD-9 (WHO, 1975) the term “Transsexualism” appeared for the
first time and it was classified under “Sexual Deviations and Disorders”
next to Transvestism. The term transsexualism remained also in the 10th

version of the ICD (WHO, 1992), just as it did up until the DSM-III-R of
1987. The category where it was included was also similar: “Sexual identity
disorders”. However, the ICD was different in that it established five diag-
nostic categories: Transsexualism, Dual-role transvestism, Gender identity
disorder of childhood, Other gender identity disorders and Gender identity
disorder, unspecified. Even in this manual there seemed to be an overlap
between gender, sex, gender identity and sex identity. 

In the latest version, ICD -11 (WHO, 2018), the category was revised
and moved from the mental health chapter to the one on sexual health,
therefore, it was no longer considered a mental disorder. It is named Gender
Incongruence, overcoming the concept of dysphoria that is present in the
DSM-5. The category states that the incongruence is between experienced
gender and assigned gender at birth. It is specified that behaviour and sexual
preferences are not the basis for diagnosis, thus, leaving behind any confu-
sion between gender, sex and sexuality. 

The ICD-11 has accomplished and completed a long process that
responds to the need of having a diagnosis in order to access treatments, but
which is not pathologizing or stigmatizing. 

PDM (Psychodynamic Diagnostic Manual)

The history of the PDM (Psychodynamic Diagnostic Manual) is more
recent than the aforementioned manuals and for this reason it is less affected
by the confusion present in other diagnostic systems, especially when it
comes to gender, sex and sexuality. In addition, as it is a psychodynamic
manual, it is not limited to a classification of symptoms, but rather tries to
speak of each condition’s development. 
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In the first version of the PDM (PDM Task Force, 2006), GID was pres-
ent in all sections: adult, children (young and old) and adolescents. In the
adult section, the emphasis was about feeling as though one is in the wrong
body, has felt so for a long time, and there is a desire to have anatomical
organs and abilities of another gender. According to the manual this situa-
tion could die down or remain stable in time, and had to be differentiated
from a psychotic delirium. The PDM gives a careful description of the
mood and somatic states and of the cognitive and relationship patterns.
Much of the problem was focused on a depressed mood, negative senti-
ments, fixations on parts of the body and social problems stemming from
being trans*. It must be noted how even from the first version of the manual
the focus was on the person and on the possible problems that could derive
from the social stigma. 

The PDM-2 (Lingiardi & McWilliams, 2017) introduced a new section
called Psychological experiences that could require clinical attention on the
S Axis, related to Subjective Experience. In this transversal section, which
can be present from childhood to adulthood, we can find Gender
Incongruence, which is not dissimilar from the ICD-11. This category
describes subjective experiences of specific populations and refers to the
fact that individuals from these can turn to health services for mental health-
care due to the difficulties associated to certain conditions. However, they
are not considered to be pathologies as such and these populations often
include ethnic, cultural, linguistic, religious and political minorities, also
gay, lesbian and bisexual populations, and lastly people with gender incon-
gruence. Underlying this is the concept that, just like for homosexuality,
there is no need to consider non-conforming gender identity as a pathology.
However, it is a condition, which for various reasons, can present issues
associated with it and these populations may require clinical attention. 

This innovation therefore describes individual differences that are not
necessarily sources of suffering, but it recognizes the possibility that,
because of social stigma or a lack of personal acceptance, the trans* condi-
tion can (and not must) require clinical attention. 

With respect to adulthood and adolescence, the subjective experience of
the incongruence is described as a “marked and persistent lack of alignment
between an individual’s experienced (subjective sense of) gender and the
birth-assigned (natal) gender”, which can lead to a desire to live and be
accepted as a person of the experienced gender. The mood states associated
to this include anxiety, depression, suicidal ideation, anger against one’s
physical anatomy, panic for adolescents during puberty, pleasure and satis-
faction when they are permitted to freely express their gender identity. The
main cognitive pattern is that of a strong worry relating to gender, that can
be similar to an obsession, which usually diminishes or disappears with
transition. From the point of view of somatic states, people who have not
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completed their transition are characterized by a strong discomfort regard-
ing their psychical anatomy, for which adolescents and adults try to hide or
modify by taking hormones or having surgeries (especially with regard to
secondary sexual characteristics). In terms of relationships, the majority of
individuals will have homosexual relations before the transition, others
however, have transitions later on, after heterosexual marriages or even
after the birth of their children. Lastly, the subjective experience of the ther-
apist (countertransference) can include anxiety, worry, repulsion or
voyeuristic curiosity. 

Regarding childhood, the diagnosis is similar to that in adults with more
emphasis placed on behaviours. A lot of importance is also given to devel-
opmental processes for which the Manual, which describes the difference
between persisters and desisters, describes a lot of variability, and an
impossibility of establishing (with reliable tools) in which cases the incon-
gruence will persist or desist after puberty. 

History of psychoanalysis and gender identity

Even the history of psychoanalysis, just as the psychiatric one, follows
a journey that goes from pathologizing models to others that try to give a
different and more contemporary view of the phenomenon. 

The first author who dealt with this topic was Stoller in his famous book
Sex and Gender (1968). before him, no other psychoanalytic author had
been concerned with transgender people or had included personal theories
regarding the concept of gender identity. From Freud to Stoller, what we
can retrace in psychoanalytic literature mostly concerned sexuality, the sex-
ual, psychic bisexuality and the intricate intertwining of identifications.
These are concepts that are fundamental to psychoanalysis but that do not
help us to understand the trans* identity fully. For Stoller, gender identity is
developed very early on, in a period that goes from birth to the end of the
third year of life: this originates from biological-hormonal factors, from the
physiological characteristics of external genitalia and from social relation-
ships, in particular all those behaviours that parents carry out in relation to
the child’s gender. According to the author the origin of transsexualism
resides in an excessive intimacy between mother and child which prevents
the child from overcoming the protofeministic phase, also determined by an
absent fatherly figure, who does not intervene and actually unconsciously
encourages the feminization of the child. For Stoller, the feministic identi-
fication of the child has nothing to do however with psychotic delirium. 

After Stoller, many authors tried to grapple with this phenomenon start-
ing from clinical cases and trying to extrapolate more general theories.
What these authors have in common is that they contextualize the trans*
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phenomenon as a unitary syndrome, within pathological frameworks char-
acterized by psychotic structures and severely narcissistic personalities. 

It must be said that these theories understand certain aspects, especially
connected to the clinical experience of the first years, in which trans* peo-
ple begin to approach the world; there is therefore a bias that was not rec-
ognized when it came to observed patients. They were described as ambigu-
ous, disoriented, demanding, deceptive, closed within themselves, absorbed
in gender fantasies and completely resistant to transference. The same
Stoller, whose interpretation of trans* identity is surely less pathological
than other authors’, described trans* patients as irresponsible, had a tenden-
cy to lie, and were incapable of establishing stable therapeutic relationships.
These observations, however, did not take into account that access to treat-
ments were linked to the need of authorizations for procedures and that
these patients did not efficaciously represent all of the transgender world,
which is still very obscure. Moreover, it must be noted that in the era that
patients arrived to the offices of these psychoanalysts, they were mostly
biologically male and in transition. Hence, in these theories, even the etio-
logical research was rather complicated by the very small sample that was
analysed, and we could also say, by the prejudice of the psychoanalysts
themselves. In this group were (compare Socarides, 1970; Limentani, 1979;
Argentieri, 2009) two female authors Colette Chiland and Agnès
Oppenheimer out of all of the men. 

Chiland (1997) saw transsexualism as a condition close to psychosis,
that originated in the psyche following a terrifying and active primal scene,
where the penis is represented as being much more dangerous than the vagi-
na. The parents therefore push the child to want to be of another gender
because only in this way can they be loved; what is missing is a mirror in
which to find one’s own image and one’s own gender. This contradictory
and psychotizing message generated a narcissistic wound and an extensive
removal of childhood experiences, which resulted in a structuring of a
defensive and rigid identity that denied the reality of one’s body. This
falling back on oneself causes a disinvestment from the relationship with
the object and therefore a resistance to transferential dynamics. 

Even for Oppenheimer (1991) transsexualism stemmed from a narcissis-
tic wound, a form of après coup that occured as a compensation and defense
following an intense period of conflict in which the mother did not confirm
the masculinity of the child, but rather used him for her own narcissism. The
father, in turn, did not intervene, did not recognize his son and did not allow
the child to idolize him. In this way, the only solution for the child is to turn
to his mother for his needs of idolization and experience his masculinity as
a castration. Transsexual identity is therefore a hidden identity, a delusional
construction characterized by a withdrawal from reality and the creation of
a new reality through a mechanism of permanent acting out, which has
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stems from a hate for masculinity and a denial of homosexuality. Even
Oppenheimer agrees that transsexual patients are very difficult patients that
in their severely narcissistic framework cannot establish a relationship with
the therapist, if not in a manipulative way. 

In this phase of psychoanalytic history, sex, psychic sexuality and gen-
der were often treated in the same way, refuting the distinction introduced
first by Money and then later by Stoller. This blending together of different
concepts and using process identifiers as a single key to read the trans* phe-
nomenon has resulted in a construction of partial theories, which are
descriptive only for a few patients and are not generalizable. 

Recently, a novel interest in the trans* experience has led to new authors
examining the topic; a series of different voices who began again from
observations of new patients and of the phenomenon in more modern times.
In fact, after the development of feminism and gender studies, we can no
longer consider the concept of gender as univocal, but rather described in
complex terms by Dimen (1991) as a “field of force”, by Harris (1991;
2008) as a “necessary pretense that must be assembled delicately, and is
made up of many different elements”, by benjamin (1995) as a “real
appearance” or by butler (1990) as “a copy where the original is missing”.
Even for this group of authors, we limit ourselves to examining in depth
only two: Agvi Saketopoulou e Oren Gozlan.

Saketopoulou (2014) stated that at the root of the old conceptions about
gender there is a sort of “regulatory anxiety” of the psychoanalyst and a dif-
ficulty in empathizing with the patient. Until the psychoanalyst is able to
contact the patient at a deeper level by abandoning prejudice and believing
that the interventions that the patient asks for are not crazy, the analyst will
push away the patient, denigrating his or her profound needs. Saketopoulou,
however, also cautioned that there is another risk, particularly, that of col-
luding completely with the unconscious fantasy of the patient and indulging
their removal from the sexual body. The fundamental objective of therapy
should be that of allowing for the recognition of anguish towards one’s
body, exploring its psychological significance, accepting the reality of the
body in which one is born into, and mentalizing the intolerable somatic sen-
sations. This does not mean renouncing to hormonal treatments and surger-
ies, but rather facing them in a healthy way, recognizing the body which one
has. According to Saketopoulou, these interventions are not an acting-out of
the unconscious fantasy but are instead attempts to adapt the shape of the
body to the perceived body. 

Gozlan (2018) invites us to pay more attention to the perception that the
trans* patient has of himself or herself and of his or her body. According to
the author, psychoanalysis must aim to allow the patient to find his or her
authenticity in a transitional space in which empathic acceptance can allow
him or her to confront the enigmatic condition in which he or she finds
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themselves. The transitional processes are processes of re-birth and of the
creation of new meanings, in which the patient can adapt the body to his or
her psychic reality, to his or her authentic Ego; this is not the body that one
has but rather the one that is invested in psychically. The psychoanalyst can,
in a better way than most, help the patient to manage the complex network
of defenses, mournings and attempts to elaborate profound perceptions. The
psychoanalyst can work on partial objects that are not integrated into the
unity of the self, transforming them by giving them new meaning, in a con-
stant tension between internal and external worlds. 

Conclusions

We have tried to retrace the development and the history of the trans*
experience, both from a psychiatric and psychoanalytic point of view. We
observed that these two paths, that often seem parallel to each other when
examining this topic, actually touch and overlap, lingering on errors in his-
tory regarding diagnosis. Scientific and cultural thinking, from the initial
pathologizing of the experiences and the body, has followed a long trajec-
tory towards liberation. Today, we can say that both in psychiatry and psy-
choanalysis we have reached a recognition of the profound and subjective
experience and an assertion of one’s own identity. 

Despite this evolution in current psychoanalytic thinking, there are still
instances of pathologizing tout-court, that give rise to vivacious and inter-
esting debates (see Giovanardi, Fiorini bincoletto, & Fortunato, 2019).

We believe that today, following depathologization of the trans* condi-
tion, psychoanalysis has a great opportunity, i.e., of putting itself forward as
a truly knowledgeable instrument for the psychic, somatic, and social expe-
riences of trans* people by refuting a reductionist diagnosis – which has
indeed always been unwelcome in psychoanalysis – and placing subjectiv-
ity centre stage.
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